PHYSICIANS' EXPERIENCES WITH THE OREGON DEATH WITH DIGNITY ACT

A BSTRACT
Background Physician-assisted suicide was legalized in Oregon in October 1997. There are data on patients who have received prescriptions for lethal medications and died after taking the medications. There is little information, however, on physicians' experiences with requests for assistance with suicide.
Methods Between February and August 1999, we mailed a questionnaire to physicians who were eligible to prescribe lethal medications under the Oregon Death with Dignity Act.
Results
Of 4053 eligible physicians, 2649 (65 percent) returned the survey. Of the respondents, 144 (5 percent) had received a total of 221 requests for prescriptions for lethal medications since October 1997. We received information on the outcome in 165 patients (complete information for 143 patients and partial for an additional 22). The mean age of the patients was 68 years; 76 percent had an estimated life expectancy of less than six months. Thirty-five percent requested a prescription from another physician. Twenty-nine patients (18 percent) received prescriptions, and 17 (10 percent) died from taking the prescribed medication. Twenty percent of the patients had symptoms of depression; none of these patients received a prescription for a lethal medication. In the case of 68 patients, including 11 who received prescriptions and 8 who died by taking the prescribed medication, the physician implemented at least one substantive palliative intervention, such as control of pain or other symptoms, referral to a hospice program, a consultation, or a trial of antidepressant medication. Forty-six percent of the patients for whom substantive interventions were made changed their minds about assisted suicide, as compared with 15 percent of those for whom no substantive interventions were made (P<0.001). HE Oregon Death with Dignity Act, enacted on October 27, 1997, legalized physician-assisted suicide in the state of Oregon. 1 This law allows the physician who has primary responsibility for managing a patient's terminal illness to prescribe a dose of lethal medication, which the patient may administer. The prognosis (death with-T in 6 months) must be confirmed by a consultant, and the patient must make two oral requests and one written request over a period of 15 days. Referral to a mental health professional is required if either the attending physician or the consultant is concerned that the patient's judgment may be impaired by a mental disorder.
Conclusions
Physicians are required to report to the Oregon Health Division that they have prescribed the medication and complied with the act's safeguards. The Oregon Health Division has reported information on 57 patients who received prescriptions for lethal medications in 1998 and 1999, including 43 who died after administering the medications themselves. 2, 3 These reports have been limited to patients who actually received prescriptions and do not provide information on physicians' experiences with requests for assistance with suicide.
We surveyed physicians in Oregon who were eligible to prescribe lethal medications under the new law. We sought to describe the characteristics of physicians who have received requests for assistance with suicide, the characteristics and outcomes of the patients who requested prescriptions, the reasons for the requests, and any interventions that were carried out or recommended other than the prescription of lethal medications.
METHODS
We mailed a questionnaire to all licensed physicians practicing in Oregon in the fields of internal medicine and its subspecialties, family practice, general practice, gynecology, surgery and its subspecialties, therapeutic radiology, and neurology. The list of physicians was purchased from the Oregon Board of Medical Examiners. We excluded physicians in training.
The questionnaire was based on those used in previous studies of this issue [4] [5] [6] [7] and on discussions with physicians in Oregon who had received requests for assistance with suicide and who had provided such assistance. Faculty members and scholars of the Project on Death in America, members of the Task Force to Improve the Care of Terminally Ill Oregonians, and physicians known to be strongly for or against the legalization of assisted suicide reviewed the questionnaire. It was refined after pretesting with a convenience sample of 20 physicians, including 6 who had prescribed medications under the provisions of the Oregon Death with Dignity Act.
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The New Eng land Jour nal of Medicine Physicians were asked to provide information about patients who had requested a prescription for a lethal medication only if the patient was terminally ill, if the request was explicitly for a lethal prescription, and if the request was made after November 1997. The Oregon Death with Dignity Act requires that a consultant evaluate the patient to determine whether he or she meets the criteria outlined in the law for assisted suicide. We asked that only attending physicians, not consultants, complete the questionnaire in order to minimize the possibility of receiving duplicate information.
For most of the questions, there were forced-choice responses. We asked about the physicians' attitudes toward the law and their willingness to prescribe lethal medications according to its provisions. We also asked about demographic and clinical characteristics of the patients who had requested assistance with suicide, and the outcomes, as well as whether, on the basis of the physician's conversations with the patient, a particular value, condition, or symptom was an important factor in the decision to request the prescription. The physicians reported interventions other than a prescription for a lethal medication that they had recommended or implemented and described, in response to an open-ended question, interventions that had altered the patient's desire for assisted suicide.
To identify cases in which two or more physicians might be reporting information about the same patient, we matched patients for age within one year, sex, marital status, disease, and the size of the community in which the patient lived. When two or more physicians reported information that may have pertained to the same patient, we used the information from the physician who had seen the patient most recently, unless this physician did not complete the questionnaire.
We mailed the questionnaire in February 1999, with a reminder postcard sent two weeks later; a second copy of the questionnaire was sent to nonrespondents in March 1999, with a simultaneous fax or telephone call. In May 1999, after 47 percent of the sample had responded, we sent nonrespondents a third copy of the questionnaire with a check for $25, a letter of endorsement from the governor of Oregon, John Kitzhaber, M.D., and a simultaneous fax. Returned questionnaires were accepted through August 1999.
The survey was anonymous and therefore exempt from the requirement for informed consent by the institutional review board of Oregon Health Sciences University. To allow tracking of the questionnaires, each return envelope was coded with an identifying number. The questionnaire was separated from the identifying envelope on receipt and was then given a new identifying number to ensure anonymity. Completed questionnaires were scanned into an electronic data base.
Summary statistics included proportions for categorical variables and means and standard deviations for continuous variables. We used Pearson's chi-square test to analyze associations between variables. 8 
RESULTS
We identified 4544 physicians who were potentially eligible for inclusion in the survey from the list provided by the Oregon Board of Medical Examiners. On the basis of telephone calls, data bases of physicians in training, and returned questionnaires, we determined that 209 physicians were in training, 201 were retired or not in practice for another reason, 73 were no longer practicing in Oregon, and 8 had died. Of the remaining 4053 eligible physicians, 2649 (65 percent) returned the questionnaire.
One hundred forty-four respondents (5 percent) reported that they had received a total of 221 requests for lethal prescriptions after November 1997. Nine requests appeared to have been reported by more than one physician. Six other requests were excluded because we could not determine whether the data were duplicated. Of the remaining 206 requests, we received complete information on 143 and partial information on 22. Thus, the number of responses to specific questions varied. Twenty-seven physicians reported that they had received a total of 41 requests but gave no information about the patients. Physicians who supported the Oregon Death with Dignity Act were more likely to give partial or complete information than those who opposed the act or neither supported nor opposed it (P=0.007).
Physicians' Characteristics
Eighty-four percent of the respondents were internists, general practitioners, or family practitioners (Table 1) . Of the 69 internists who received requests for assistance with suicide, 24 had training in a subspecialty, including 11 in oncology and 6 in pulmonology. Forty-one physicians practiced in communities with populations of fewer than 25,000 residents. Seventy-one percent of the physicians had cared for six or more terminally ill patients, and 58 percent had referred six or more patients to a hospice program in the previous 12 months. Fifty-five percent supported the Oregon Death with Dignity Act, and 51 percent were willing to prescribe a lethal medication for a terminally ill patient. In the previous four years, 127 respondents (88 percent) had sought to improve their knowledge of the use of pain medications in the terminally ill "somewhat" or "a great deal," 110 (76 percent) had sought to improve their ability to recognize psychiatric illnesses such as depression in the terminally ill "somewhat" or "a great deal," and 124 (86 percent) reported that their confidence in the use of pain medications in the terminally ill had improved "somewhat" or "a great deal."
Patients' Characteristics
Seven requests for assistance with suicide were made in 1997, 112 in 1998, and 29 in 1999; in 17 cases, the year was not specified. The mean age of the 165 who requested assistance was 68 years, 97 percent were white, 52 percent were men, 46 percent were married, 5 percent (8 of 157) had not completed high school, and 2 percent had no medical insurance (Table 2). Four patients had lived in Oregon for less than six months, but only one patient had moved to the state specifically because of the availability of physician-assisted suicide. Cancer was the most common diagnosis.
At the time of the request for assistance with suicide, 32 percent of the patients (45 of 141) were receiving hospice services, 59 percent (84 of 143) were confined to a bed or chair for more than half their waking hours, and 76 percent (108 of 142) had an estimated life expectancy of less than six months. In 41 percent of cases (58 of 140), the request was associated with an acute deterioration in the patient's medical condition. According to the physician's assessment, 20 percent of the patients had symptoms of depression, but 93 percent were competent to make medical decisions. For 80 percent of the patients (114 of 143), family members knew about the request, and the physician spoke to a family member about the request in the case of 73 percent of the patients (105 of 143). Thirteen patients kept their intentions from their family, seven patients had no family to inform, and for nine patients, the physician did not know whether the family was aware of the request.
Symptoms that were an important consideration in the decision to request a prescription for a lethal medication (whether the patient had the symptom at the time of the request or anticipated it) were pain (for 43 percent of patients), fatigue (for 31 percent), and dyspnea (for 27 percent) (Fig. 1) . The most common conditions and values that played an important part in the patient's decision were loss of independence (for 57 percent of patients), poor quality of life (for 55 percent), readiness to die (for 54 percent), and a desire to control the circumstances of death (for 53 percent). Uncommon reasons for requested assistance with suicide were a perception of a financial burden to others (for 11 percent of patients) and lack of social support (for 6 percent).
Physicians' Interventions
Physicians provided information about interventions they recommended or implemented in the case of 142 patients. The most commonly recommended interventions were pain control (for 30 percent), control of other physical symptoms (for 30 percent), seeking the advice of a colleague (for 28 percent), referral to a hospice program (for 27 percent), a mental *Some physicians practiced in more than one setting. health consultation (for 20 percent), a trial of antidepressant or antianxiety medication (for 18 percent), withdrawal of food and water as another means to hasten death (for 16 percent), a palliative-care consultation (for 13 percent), a social-work consultation (for 11 percent), a consultation with a chaplain (for 10 percent), and a transfer to another physician (for 9 percent). Interventions were implemented in approximately half the instances in which they were recommended. Physicians reported that in the cases of 42 of 140 patients, one or more interventions altered the patient's desire for a prescription for a lethal medication. These interventions included the control of pain and other symptoms (in the case of 11 patients); referral to a hospice program, general reassurance, and specific reassurance that the prescription would be made available (8 each); treatment of depression, a social-work consultation resulting in the provision of services to the family, and an alternative means of hastening death (3 each); and a palliative-care consultation (1). In the case of 68 patients, including 11 of those who received prescriptions for lethal medications and 8 who died by taking a lethal medication, the physician implemented at least one substantive intervention (control of pain or other symptoms; referral to a hospice program; a mental health, social-work, chaplaincy, or palliative-care consultation; or a trial of antidepressant medication) or sought the advice of a colleague. Patients for whom a substantive intervention was made were more likely to change their minds about wanting a prescription for a lethal medication (31 of 67) than were those for whom no substantive intervention was made (11 of 73) (P<0.001). A total of 28 patients received medications for depression or anxiety or were evaluated by a mental health practitioner; 3 of the 28 changed their minds about obtaining a prescription for a lethal medication. Substantive interventions were made for 21 of the 42 patients (50 percent) enrolled in a health maintenance organization or other managed-care plan, as compared with 47 of the 101 patients (47 percent) who did not have this kind of insurance coverage (P= 0.70). Of the 18 patients who received lethal prescriptions in the absence of other substantive interventions, 11 were already receiving hospice care.
Thirty-five percent of the patients requested a prescription for a lethal medication from a physician other than the respondent (Table 2) . Twenty-seven patients were referred to 17 of the respondents specifically because of the patient's interest in receiving a prescription for a lethal medication. Fifteen of the 27 patients received prescriptions from the physicians to whom they were referred, and 7 died after taking the medication. Reflecting this referral process, 27 percent of the respondents (38 of 143) had known the patient for less than one month at the time of the request for assistance with suicide. In the group of 27 patients who had been referred to a physician in our survey specifically to receive a lethal prescription, substantive interventions were recommended for 20 patients and were implemented for 7. Despite the interventions, five of the seven patients died by assisted suicide.
Patients' Experiences
Physicians reported the outcomes for 165 patients. Twenty-nine received prescriptions for lethal medications, and 17 died after administering them (Table  3) . Of the 136 patients who did not receive prescriptions, 20 percent died before all the provisions of the Oregon Death with Dignity Act had been met, 15 percent did not meet the legal criteria for receiving a prescription, and 15 percent changed their minds. Among the 44 patients who died before the physician completed the questionnaire, who were eligible to receive a prescription for a lethal medication under the act, who lived through the waiting period, and who requested a prescription from a physician willing to prescribe it, 17 (39 percent) died by taking a prescribed lethal medication.
Fifty-nine percent of the respondents who practiced in small towns supported the law, but physicians in small towns were unlikely to prescribe lethal medications (Table 4) . A request for assistance with suicide was less likely to be honored if the patient perceived himself or herself as a burden to others or was depressed and was more likely to be honored if the patient was enrolled in a hospice program or wanted to control the manner of his or her death or if cancer was the terminal disease. Patients who received prescriptions for lethal medications and those who did not receive them did not differ with respect to any other variables that we examined.
Respondents provided additional information about 28 patients who received prescriptions for lethal medications, including 16 who died after administering the medications. In all cases, the respondent obtained an opinion from another physician with respect to the patient's prognosis and treatment options. At the time the prescription was written, 13 patients were thought to have one to six months to live, and 15 were thought to have less than one month to live. Twenty-two patients were confined to bed or a chair during more than 50 percent of their waking hours. In the case of 18 patients, less than four weeks elapsed between the request for a prescription and its receipt.
Thirteen patients who died by assisted suicide were enrolled in a hospice program. In one case, a hospice refused to provide services because of the patient's interest in assisted suicide, and in another case, a patient refused hospice care. In nine cases, the physician was present when the patient took the medication. The time to death was noted in the case of 10 patients -3 died more than five hours after taking *In some cases, more than one response was chosen. †The patient did not receive the prescription because he or she died before receiving it (in three cases), the patient changed his or her mind (two), the physician was not willing to prescribe lethal medication (two), or for unknown reasons (three). the lethal medication. There were no reported adverse events, although one patient who was still conscious 30 minutes after taking the lethal medication was given more of the medication to take.
T ABLE 3. O UTCOMES OF 165 R EQUESTS
Problems Reported by Physicians
Some physicians who provided assistance with suicide under the Oregon Death with Dignity Act reported problems, including unwanted publicity (three physicians), difficulty obtaining the lethal medication or a second opinion (three), difficulty understanding the requirements of the law (three), difficulties with hospice providers (one), not knowing the patient (one), or the absence of someone to discuss the situation with (one). The law requires that the physician confidentially report the prescription for the lethal medication to the Oregon Health Division. Twentyseven of the physicians had met this requirement by the time they completed the questionnaire. Some physicians were concerned about reporting because they feared that the patient's privacy (in 16 cases), their own privacy (in 18), or the privacy of the patient's family (in 15) would be violated or that retroactive sanctions would be imposed by the Drug Enforcement Agency (in 7). Four physicians expressed ambivalence about having provided assistance with suicide, though two of the four noted that they had become less ambivalent over time. One of these physicians decided not to provide such assistance again.
DISCUSSION
We surveyed physicians in Oregon who were eligible to provide assistance with suicide under the Oregon Death with Dignity Act, in order to obtain information about their experiences with requests for prescriptions for lethal medications from terminally ill patients. One hundred forty-four physicians received a total of 221 requests and gave information on the outcomes for 165 patients, of whom 29 received prescriptions for lethal medications.
There is concern that with the legalization of assisted suicide, women, poor persons, and those who are members of ethnic or racial minority groups may request assistance with suicide because of inadequate social support or lack of access to health care. [9] [10] [11] [12] [13] The demographic characteristics of the patients who requested assistance with suicide in our survey were almost identical to those of members of the general population of Oregon who died. In 1998, 2 percent of all decedents in Oregon lacked health insurance for hospice care. In 1996, 97 percent of Oregon decedents were white, and 51 percent were men. 14, 15 Moreover, concern about finances and lack of social support were rarely the reasons that patients gave for requesting assistance with suicide. The type of health care coverage was not associated with whether the patient received a prescription or whether another intervention was made. More than a third of the patients requested assistance with suicide because they perceived themselves as a burden to others, but only three of these patients received prescriptions for lethal medications, suggesting that the physicians were reluctant to accede to requests for assistance under these circumstances.
In the Netherlands, two thirds of requests for assistance with suicide or euthanasia are rescinded, often as the result of palliative interventions. 16 Similarly, we found that 39 percent of eligible patients who survived the 15-day waiting period and requested a prescription from a physician willing to provide it died by taking lethal medications that were prescribed for them. Substantive interventions by the physician led many patients to change their minds about assisted suicide. However, some patients who wanted to obtain a prescription were very determined to do so, despite palliative interventions. 2, 17 Thirty-five percent of the patients had requested a prescription from at least one other physician. Eighty-one percent of those who died by assisted suicide were enrolled in a hospice program.
Twenty percent of the patients had symptoms of depression, a finding that is similar to the reported prevalence of depression in patients with terminal illnesses. 18 Depression has been reported in 59 to 100 percent of terminally ill persons interested in assisted suicide or another means of hastening death and in 80 percent of patients with cancer who committed suicide. 10, 19, 20 We could not determine whether depression was in fact less common in persons in Oregon who requested a prescription for a lethal medication or whether the physicians failed to detect depression in some instances. Nonetheless, most of the respondents reported that they had made efforts to improve their ability to recognize depression in terminally ill patients. Only 11 percent of the patients who either received a trial of medication for depression or anxiety or were evaluated by a mental health expert changed their minds about obtaining a prescription for a lethal medication.
Our study has several sources of bias and potential error. We do not know the experiences of the 35 percent of physicians who did not return the questionnaire. We may have underestimated duplicate patient information if physicians erred in reporting the demographic characteristics of patients. Physicians who were opposed to or uncertain about the Oregon Death with Dignity Act were significantly less likely to provide complete information about patients than were physicians who favored the act. Because of this response bias, it is difficult to make general statements about the perceptions and interventions recommended by physicians in our sample who were opposed to assisted suicide. Finally, although the physicians were instructed to base information about patients' reasons for requesting assistance with suicide only on conversations with the patients, this method of obtain-ing information is not as reliable as surveying patients directly.
In conclusion, after two years of legalized assisted suicide in Oregon, we found little evidence that vulnerable groups have been given prescriptions for lethal medication in lieu of palliative care. Physicians granted 1 in 6 requests for a prescription, and 1 in 10 requests actually resulted in suicide. As a result of palliative interventions, some patients, though not all, changed their minds about assisted suicide.
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